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General Referral Form

Date of Referral:

Eligibility Criteria
Referrals must be completed by Primary-Care Physician

e 16 years of age and older

O
e Lives within the Weston-Pelham Park O
e Keelesdale neighborhoods

e Have mental health concerns that are seriously affecting your O
life
e Active substances use challenge O

Client Information

Surname; Given Name: Middle Name:
Alias:

Date of Birth: Age:

Health Card #: Expiration Date:

Gender: L1 Male [J Female L[] Transgender [ Transsexual [J Declined to Answer L[]
Other:

Preferred Language: [ English [J French [ Other:

Address: Apt #:
City: Postal Code:
Telephone #: E-mail:

Is the client aware of the referral and have you obtained explicit consent (written or verbal) for
the client or their Substitute Decision Maker for this referral? [JYes [ No [J Unknown

Can you leave a confidential voice message or with someone at this number: [J Yes [J No [J
Unknown

Can we identify our Self as a IPC employee: [J Yes [J No [J Unknown

Are there safety concerns: [JYes [J No [J Unknown
If YES or Unknown, please include details/comments:
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Is there a diagnosis: [J Yes [ NO [JUnknown - If yes, please indicate:

Is the client on medications: [ Yes [J NO [l Unknown - if yes, please indicate:

Presenting issues:

REFERRAL SOURCE

Name: Agency/Relationship:
Address: Physician Billing #:
Telephone #: E-mail:

Do you intend to remain involved with the client if he/she secures services: [] Yes [J No

Additional Comments:

For assistance, please contact Sagal Mohamoud directly at:
647-210-1510 or smohamoud@reconnect.on.ca




